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	NYP/Q DSRIP
Hospital-Home Care Project Sub-Committee
	Meeting Date:
	September 8, 2016

	Facilitator(s):
	Caroline Keane 
	Meeting Time:
	2:00 PM – 2:45 PM

	Dial in #:
	1-877-594-8353 
	Passcode:
	79706143#


Meeting Purpose: 
	
1. DSRIP Project Implementation – Milestones & Tasks



	
#
	Topic
	Document
	Responsible Person


	1.
	Welcome & Purpose
	-
	C. Keane

	2.
	Approve Meeting Minutes – 8/4/16
	

	C. Keane

	3.
	Root Cause Analysis Meeting
· Tomorrow, Friday September 9th  10am-11:30am
	--
	C. Keane/
S.Choudhury

	4.
	CAPC online courses
· We will pay for the two members of your facility/ agency to have assess
· We will do an education on how to access as needed 
· Proof of attendance 
	

	C.Keane/
S.Choudhury

	5.
	Home Care Agencies Benchmark Data
	

	C. Keane

	5.
	INTERACT 
· Contract and training plan 
· 2 member/facility
· 2-day training 
· Implementation Tracker
	






	C. Keane/
S.Choudhury

	6.
	Home Care Coordinator Training
· Sign in sheet for training home care coordinators on care coordination methodology.
Deadline- Sep 23, 2016
	

	C.Keane/
S.Choudhury

	7.
	Telehealth/Telemedicine Partner Needs Survey 
Deadline- Sep 23, 2016
	

	C. Keane

	8.
	MOLST and eMOLST Implementation Status Update
	
	Committee Members

	9.
	Questions & Open Discussion
	-
	C. Keane

	10.
	Adjourn
	-
	-
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NewYork-Presbyterian/Queens PPS

Project –HHC Project Sub-Committee

Project Committee Meeting

August 4th, 2016 2:00pm – 2:4pam EST

	

Attendees: D. Friedman (Centerlight),C. Duffy (St. Mary), C. Keane (NYPQ), S.Choudhury (NYP/Q), P. Mezei (Americare) Pat (Centerlight ) ,W. White (VNS) K. Fung (NYPQ) C. Dunkley (NYPQ ), C. Coon (Centerlight ) Deborah (Alpine) Alex F(Americare) ,G. Difeo (VNSNY 

		Topic

		Discussion

		Actions



		1.  Agenda:



		· Welcome & Purpose

· Approve Meeting minutes

· Root Cause Analysis-Case

· INTERACT Training 

· Best Practices

· MOLST and eMOLST Implementation Status

· Project Requirement #2 Due 3/30/2017

· DY2, Q2 Deliverables

· Question &Discussion

		· N/A



		2. Approve Meeting minutes:

 

 Team

 

		· Committee reviewed the minutes from 5/19/16 Meeting for approval.



		· Committee unanimously reviewed and approved minutes.



		3. Root Cause Analysis Case:

C. Keane 

		· Alpine has offered to be the next case for our first Root Cause Analysis on September 9th 10am-12pm.

· Registration is currently open.

		· Partner should register with PMO



		4. INTERACT Training Plan: 



C. Keane







		·  The INTERACT Training contract is currently going through legal and awaiting approval which should be completed by late October.

· We are requested 2 members per facility which can be a nurse educator, champion, aid or house keeper.

· The training will be an 8 hour session

· St Mary’s may have a space available for training 

		· The PMO will update partners with further information.



		5. Best Practices Americare:



		· Attached to the agenda are Americare’s best practices for heart failure.

· KEYNOTE: The Physician or provider will identify a symptom that will lead to orders instead of waiting for additional orders(Standing Orders)

		· The PMO will send the PPT to partners, 



		6. MOLST & eMOLST:

Team 

		· MOLST & eMOLST  implementation status update:

· Sunharbor is currently doing paper MOLST

· Derek Murray started piloting eMOLST however are having issues with inconsistency with documenting and interfacing with EHR. “The question on the forms have raised conversation in the facility and questions they would have thought to ask “

· This is a requirement for all SNFs

· The PMO is currently working on education for the eMOLST.

		· Please reach out to the PMO if you need additional resources or training. 



		7. Project Requirement #2 Due 3/30/2017



		Project Requirement #2 Due 3/30/2017

Ensure home care staffs have knowledge and skills to identify and respond to patient risks for readmission, as well as to support evidence-based medicine and chronic care management.

· Annual Training Plan & Tracking Process

· Risk Stratification 

· EHR Capability to Track Data

· Partners must have annual trainings and must track the training with sign sheets and materials.

· Each partner should pick the best practice from each facility and present it to committee.

· After all partners present the committee will decide and best practices and streamline the best practices.

		· Please send feedback to PMO. 



		8. DY2,Q2-Q4 Deliverables :

S. Choudhury



		· The Committee  reviewed the DY2,Q2-Q4 Deliverables to ensure the deliverables and metrics are met



		· Deliverables will be attached to the agenda every meeting 
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New York Presbyterian Queens is a member of the Center to Advance Palliative Care (CAPC), using their education and supports to improve access to quality palliative care. 

 

NYP Queen PPS is working on integrating palliative care into skilled nursing facilities.  CAPC is eager to ensure the PPS’ success – on this project and others – and therefore they informed us about a new add-on to our hospital’s membership that can help us educate and support staff throughout our partner entities.

 

We can select particular individuals in our PPS partner organizations to have access to the CAPC courses and materials.  CAPC has 36 courses on a variety of clinical and operational topics, all providing a full slate of CME/CEUs (see attached).  But beyond courses, CAPC has a wealth of tools and materials to help providers identify the right patients, hold effective conversations with patients and families, and so much more. They also provide access to subject matter experts to enable deeper dives into particular challenges and opportunities, such as “virtual office hours” on palliative care in the long-term care setting.

 

CAPC education and materials can be a very effective tool in improving care delivery, even beyond the palliative care project. All of the staff at the PPS would have access to CAPC resources for free as an extension of NYP Queens membership. 
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PPS Benchmark for Homecare.xlsx
Home Care



				National 		NYS		Americare 		VNSNY		Revival 		PARKER JEWISH		RIVERSPRING/ELDERSERVE		MJHS		Calvary		Empire State		Self Help Family Care		Alpine

		Quality of patient care star ratings		3		3		4.5		3		3		3		2.5		3.5		2.5		2		N/A		N/A

		Managing Daily Activities 

		How often patients got better at walking or moving around		65.10%		63.60%		64.30%		61.50%		57.40%		50.80%		52.70%		63.50%		54.30%		57.10%		N/A		N/A

		How often patients got better at getting in and out of bed		60.30%		58.50%		59.80%		52.80%		43.20%		59.00%		46.70%		59.00%		45.90%		56.20%		N/A		N/A

		How often patients got better at bathing		67.30%		66.20%		69.00%		63.80%		58.40%		40.00%		47.80%		64.30%		45.30%		60.30%		N/A		N/A





		How often the home health team checked patients for pain		98.80%		98.90%		99.40%		99.90%		98.70%		98.60%		91.50%		96.30%		100.00%		96.10%		N/A		N/A

		How often the home health team treated their patients’ pain		98.60%		99.20%		99.90%		99.60%		98.60%		98.30%		99.20%		99.30%		97.30%		93.40%		N/A		N/A

		How often patients had less pain when moving around		68.50%		70.20%		77.40%		72%		65.40%		62.20%		54.70%		76.00%		60.60%		58.90%		N/A		N/A

		How often the home health team treated heart failure (weakening of the heart) patients’ symptoms		98.00%		97.90%		100.00%		96%		94.70%		n/a		100.00%		98.70%		N/A		75.90%		N/A		N/A

		How often patients’ breathing improved		67.10%		70.40%		74.70%		74%		66.80%		59.70%		47.50%		76.00%		68.50%		59.90%		N/A		N/A





		How often patients’ wounds improved or healed after an operation		89.50%		89.60%		87.10%		87%		95.50%		N/A		88.70%		86.20%		N/A		93.80%		N/A		N/A

		How often the home health team checked patients for the risk of developing pressure sores (bed sores)		98.70%		99.00%		99.90%		100%		99.40%		98.40%		98.70%		97.90%		99.20%		97.60%		N/A		N/A

		How often the home health team included treatments to prevent pressure sores (bed sores) in the plan of care		97.90%		98.80%		99.90%		99.20%		96.80%		100.00%		99.10%		99.50%		93.50%		97.30%		N/A		N/A

		How often the home health team took doctor-ordered action to prevent pressure sores (bed sores)		97.00%		97.70%		99.80%		98.90%		96.40%		94.00%		98.20%		97.90%		95.70%		81.30%		N/A		N/A





		How often the home health team began their patients’ care in a timely manner		91.90%		94.20%		97.80%		94.10%		93.90%		97.20%		93.80%		96.00%		96.70%		90.90%		N/A		N/A

		How often the home health team taught patients (or their family caregivers) about their drugs		94.30%		93.00%		99.90%		90.30%		97.60%		97.40%		91.10%		95.50%		83.90%		88.40%		N/A		N/A

		How often patients got better at taking their drugs correctly by mouth		54.00%		53.70%		50.10%		52.80%		55.40%		42.20%		43.00%		53.60%		48.00%		58.80%		N/A		N/A

		How often the home health team checked patients’ risk of falling		98.60%		98.40%		99.50%		97.80%		99.10%		99.50%		93.60%		99.70%		98.50%		98.20%		N/A		N/A

		How often the home health team checked patients for depression		97.80%		97.60%		100.00%		98.40%		89.00%		98.80%		98.10%		98.80%		97.90%		99.30%		N/A		N/A

		How often the home health team made sure that their patients have received a flu shot for the current flu season		70.30%		65.30%		82.50%		54%		42.50%		73.60%		33.90%		53.80%		55.50%		39.20%		N/A		N/A

		How often the home health team made sure that their patients have received a pneumococcal vaccine (pneumonia shot)		71.50%		61.10%		75.70%		40.80%		35.10%		65.40%		33.70%		45.80%		36.00%		51.40%		N/A		N/A

		For patients with diabetes, how often the home health team got doctor’s orders, gave foot care, and taught patients about foot care		95.30%		96.90%		99.60%		98.90%		96.90%		94.00%		93.40%		95.80%		73.80%		81.60%		N/A		N/A





		How often home health patients had to be admitted to the hospital		16.00%		16.40%		16.20%		17%		12.70%		17.10%		12.10%		15.60%		14.50%		16.20%		11.50%		N/A

		How often patients receiving home health care needed any urgent, unplanned care in the hospital emergency room – without being admitted to the hospital		12.30%		10.30%		7.40%		8.70%		8.20%		7.40%		9.20%		8.20%		12.00%		7.20%		4.90%		N/A





		How often home health patients, who have had a recent hospital stay, had to be re-admitted to the hospital						Same As Expected		Worse Than Expected		Better Than Expected		Same As Expected		Same As Expected		Same As Expected		Same As Expected		Better Than Expected		Same As Expected		N/A

		How often home health patients, who have had a recent hospital stay, received care in the hospital emergency room without being re-admitted to the hospital						Better Than Expected		Better than Expected		Better Than Expected		Better Than Expected		Better Than Expected 		Better Than Expected 		Same As Expected		Better Than Expected		Same As Expected		N/A



		How often the home health team gave care in a professional way		88%		84%		68%		80%		74%		76%		70%		78%		82%		74%		73%		N/A

		How well did the home health team communicate with patients		85%		82%		66%		78%		72%		72%		66%		76%		81%		75%		76%		N/A

		Did the home health team discuss medicines, pain, and home safety with patients		84%		81%		72%		76%		76%		75%		67%		75%		82%		74%		73%		N/A

		How do patients rate the overall care from the home health agency		84%		78%		53%		73%		65%		59%		58%		70%		72%		66%		71%		N/A

		Would patients recommend the home health agency to friends and family		79%		72%		49%		69%		53%		54%		58%		64%		77%		54%		66%		N/A
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NewYork-Presbyterian/Queens

Prepared for:
Maria D’Urso, 
Community Medicine
56-45 Main Street
Flushing, NY
11355
mda9005@nyp.org
(718) 670-2715
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INTERACT-Full INTERACT



I. Scope of Project: 

Pathway Health will provide a qualified consultant to deliver onsite INTERACT™ training and consultation to assist NewYork-Presbyterian/Queens in the implementation and integration of the full INTERACT™ Quality Improvement Program for NewYork-Presbyterian/Queens PPS. Customer will provide training location and meals for attendees.



Training:

· Certified INTERACT™ 4.0 Champion Program: (2 Day Training Programs)

· Certified Home Health INTERACT™ Champion Program: (2 Day Training Program)



II. Pathway Employment

The Pathway Consultant remains an employee of Pathway and Pathway is responsible for all salary, benefits, and insurance for its employees.  Pathway employees are bound by a one-year non-compete agreement; unless approved by a member of Pathway Health Services Board of Directors.



III. Recruitment of Pathway Employee

During the term of this Agreement and for six months post termination, if any Pathway employee is offered employment by Client and the Pathway employee accepts employment in any position at Client, the Client agrees to pay one-time fee to Pathway equal to 100% of the annual salary offered



IV. Direct Care

Pathway Consultants do not and cannot provide direct care to patients or residents in any role or service(s) that is provided during the scope of this project. 

V. Confidentiality  

During the term of this Agreement and for all times following termination of this Agreement, each party shall treat the terms of this agreement and related work as strictly confidential and shall not disclose the terms of this agreement to any third party except that any party may disclose this Agreement to the extent necessary for implementation of this Agreement or to its legal counsel and/or financial consultants in the due course of their representation of such party; provided that each party shall take all necessary action to ensure that such persons treat this agreement and its terms as confidential information and not disclose the terms of this Agreement to any other third party.  This agreement may otherwise be disclosed only as required by law; provided that, prior to such disclosure, the party making such disclosure shall use its best efforts to disclose this agreement in such circumstances only to government authorities as confidential information protected from public disclosure.





VI. Data Privacy/HIPAA Business Associate Agreement

Pathway agrees to abide by all applicable state and federal laws and regulations covering the handling and disclosure of private and confidential information concerning individuals and/or data including but not limited to information made non-public by such laws or regulations. Pathway will appropriately safeguard protected health information “PHI” disclosed, created or received via the terms of this contract. See attached Business Associate Agreement. 



VII. Indemnification 

The Client and Pathway Health shall indemnify each other and hold each other harmless from any claim or cause of action arising out of, or in connection with, the indemnifying party’s acts or omissions under this agreement, including the acts of its agents and employees, and from any loss or expense or attorneys’ fees and court costs arising out of any claim or cause of action.



VIII. Liability Coverage

The client shall maintain liability insurance coverage of at least $1 million single and $3 million aggregate. 



IX. Pathway Insurance Coverage’s 

Pathway agrees to maintain workers compensation and liability coverage’s in reasonable amounts.



X. Governing Law

“This agreement and all rights, remedies and obligations hereunder shall be governed by the laws of the state of Minnesota.”



XI. Survival

The Indemnification, confidentiality, data privacy and recruitment clauses and payment terms will continue after the completion of this contract.

XII. Dates of Service

This contract will start effective with the signing of this contract and will continue unless terminated by either party with a written notice of at least two (2) weeks. Any non-refundable expenses incurred as part of this contract will be billed, if two (2) week notice is not given in a written notice.



XIII. Change in Scope of Agreement

A material change in the scope of this agreement needs to be accomplished through the completion of an addendum. 









XIV. Fees / Expenses

The fee(s) for the project will be billed at following rate(s):

Training:

· Certified INTERACT™ Champion Program-2 day program:  $8,800.00, plus all travel related expenses for each location with one instructor for up to 25 people.  An additional fee of $50.00 per person for 25-50 attendees and an additional instructor at a fee of $3,200 and travel related expenses will be invoiced.  Classes will be limited to 50 attendees.

· Certified Home Health INTERACT™ Champion Program-2 day program:  $8,800.00, plus all travel related expenses for each location with one instructor for up to 25 people.  An additional fee of $50.00 per person for 25-50 attendees and an additional instructor at a fee of $3,200 and travel related expenses will be invoiced.  Classes will be limited to 50 attendees.



A travel allowance of $250.00 will be billed per week, per Consultant when travel occurs.

The following expenses are billable expenses - 

  

		Item

		Allowable



		Mileage

		Allowed



		Meals up to $40 per day

		Allowed



		Hotel/Lodging

		Allowed



		Airfare

		Allowed



		Car Rental/Parking

		Allowed



		All other reasonable expenses

		Allowed



		Supplies related to operations of the facility

		Not Allowed



		All Inclusive Expenses

		Not Allowed







B. Overtime

Actual onsite and on call hours in excess of 40 hours, not including travel time, will be billed at time and one half the contracted billable rate(s) for work performed by Consultants.



XV. Retainer

A retainer of $7,000.00 is due upon acceptance of this agreement, prior to work beginning and will be applied to the final invoice. The retainer is a non-refundable deposit credited against the completion of work. 



Pathway respectfully request the retainer and payments be made electronically. Account numbers will be provided after the signing of the proposal.





 

XVI. Invoicing  *



A. Schedule

Invoices will be forwarded weekly approximately two weeks after services are delivered.

B. Invoice Format

	Invoices will be summarized by work performed.

C. Invoice Communication Options

Invoices sent via standard mail delivery.



* All invoices (charges) are payable net 30 days from date of invoice.



XVII. Payment Terms

Court costs and attorney fees - If you are in default of the terms of this agreement, you agree to pay all costs of collection that we incur, including court costs and attorney’s fees, to the extent permitted by law.



XVIII. Processing fee/ Interest rate

Payments that are not paid when due and result in additional billing statements may be charged a ten dollar processing fee per additional statement. Payments that are 30 days or more past due may be charged interest at the highest rate permitted by law. 



XIX. Non-payment

Pathway Health Services Inc. reserves the right to remove its employees from the client’s engagement immediately due to non-payment of bills by the due date.



































XX. Contact Information:

		The client’s contact:

NewYork-Presbyterian/Queens PPS

Maureen Buglino

Community Medicine

56-45 Main Street

Flushing, NY 11355

mabuglin@nyp.org

(718) 670-1981

		Invoices should be sent to:

NewYork-Presbyterian/Queens PPS

Maureen Buglino 

Community Medicine

56-45 Main Street

Flushing, NY  11355

mabuglin@nyp.org

(718) 670-1981



		Pathway Health contact:

Sue LaGrange, Director of Education

Susan.lagrange@pathwayhealth.com

2025 4th Street

White Bear Lake, MN 55110

Toll Free: 877-777-5463

Fax: 651-964-4499

www.pathwayhealth.com

		Pathway Health  billing contact:

Dennis Anderson

Chief Financial Officer

Pathway Health Services

2025 4th Street 

White Bear Lake, MN 55110

Toll Free: 877-777-5463

Dennis.anderson@pathwayhealth.com







Expiration of Contract

This contract expires if not signed and returned within thirty days of the date of the contract.



Signature below acknowledges the acceptance of fees and terms of service:



													

Community Medicine								Date

Jaclyn Mucaria 



 													

Pathway Health		Date

Sue LaGrange, Director of Education



Please review, sign, date and return via facsimile or email

Pathway Health

2025 4th Street

White Bear Lake, MN 55110

Susan.lagrange@pathwayhealth.com

877-777-5463
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651-964-4499 Fax

Business Associate Agreement



This Business Associate Agreement ("BAA") is made and entered into as of September 7, 2016 ("Effective   Date") by and between Community Medicine ("Covered Entity") and Pathway Health. ("Business Associate"). This BAA is drafted in accordance with the Parties' respective obligations under Title Il of the Health Insurance Portability and Accountability Act of 1996, as amended (including by the Health Information Technology for Economic and Clinical Health, the "HITECH Act"), and the regulations issued and effective thereunder (collectively, "HIPAA") to ensure the integrity and confidentiality of Protected Health Information ("PHI") that the Business Associate may access, create for or receive from the Covered Entity.



1. DEFINITIONS



Capitalized terms used but not otherwise defined in this BAA shall have the same meaning as set forth in HIPAA.



2. OBLIGATIONS AND ACTIVITIES OF BUSINESS ASSOCIATE



2.1. Business Associate agrees not to use or further disclose PHI other than as permitted or required by this BAA or as required by law.



2.2. Business Associate agrees to use appropriate safeguards to prevent use or disclosure of the PHI other than as provided for by this BAA.



2.3. Business Associate agrees to implement administrative, physical, and technical safeguards that reasonably and appropriately protect the confidentiality, integrity, and availability of Electronic PHI that it creates, receives, maintains, or transmits on behalf of Covered Entity.



2.4. Business Associate agrees to ensure that any agent, including a subcontractor, to whom it provides PHI received from, or created or received by Business Associate on behalf of, Covered Entity agrees in writing to the same restrictions and conditions that apply through this BAA to Business Associate with respect to such information.



2.5. To the extent that Business Associate maintains PHI in a Designated Record Set, as defined at 45 C.F.R. § 164.501, Business Associate agrees to provide Covered Entity, upon request, in a reasonable time and manner, PHI maintained or created by Business Associate, so Covered Entity can respond to a request by an Individual for access to inspect and obtain a copy of PHI in accordance with 45 C.F.R. 164.524.



2.6. To the extent that Business Associate maintains PHI in a Designated Record Set, as defined at 45 C.F.R. § 164.501, Business Associate agrees to provide Covered Entity, upon request, in a reasonable time and manner, PHI maintained or created by Business Associate, so Covered Entity can respond to a request by an Individual for amendment to the PHI and if requested by Covered Entity to incorporate any amendments to the PHI  maintained by the Business Associate in accordance with 45 C.F.R. 164.526.



2.7. Business Associate agrees to make its internal practices, books, and records, including policies and procedures and PHI, related to the use and disclosure of PHI received from, or created or received by Business Associate available to HHS within a reasonable time or as designated by HHS, for purposes of the Secretary determining Covered Entity's and/or Business Associate's compliance with HIPAA.



2.8. 45 C.F.R. 164.308, 164.310, 164.312 and 164.316 shall apply to Business Associate in the same manner that such sections apply to Covered Entity.



2.9. Business Associate agrees to document such disclosures of PHI and information related to such disclosures as would be required for Covered Entity to respond to a request by an Individual for an accounting of disclosures of PHI in accordance with 45 C.F.R. 164.528.



2.10. Business Associate agrees to provide to Covered Entity or an Individual within a reasonable time, information collected in accordance with Section 2.9 of this BAA, to permit Covered Entity to respond to a request by an Individual for an accounting of disclosures of PHI in accordance with 45 C.F.R. 164.528. Effective as of the date specified by HHS, with respect to disclosures related to an Electronic Health Record, Business Associate shall provide the accounting directly to an Individual, in an electronic format, if a direct response is requested by the Individual.



2.11. Business Associate will  comply with any restriction  request under Section 4.3 below  if:

(1) except as otherwise required by law, the disclosure is to a health plan for purposes of carrying out payment or health care operations (and is not for purposes of carrying out treatment); and (2) the PHI pertains solely to a health care item or service for which the Individual paid the health care provider involved out of pocket and in full.



2.12. Business Associate agrees to report to Covered Entity any use or disclosure of PHI not provided for by this BAA or any Security Incident of which it becomes aware. In addition, Business Associate shall notify Covered Entity promptly and in no event later than ten (10) days after the discovery of a Breach of Unsecured PHI, as defined by 45 C.F.R. § 164.402. Business Associate will treat the Breach as being discovered, and provide any required notification to Covered Entity in accordance with 45 C.F.R. §164.410. If a delay is requested by a law enforcement official in accordance with 45 C.F.R. § 164.412, Business Associate may delay notifying Covered Entity for the applicable time period. Business Associate shall indemnify Covered Entity for any losses or damages suffered by Covered Entity in connection with a Breach of Unsecured PHI caused by Business Associate.



3. PERMITTED USES AND DISCLOSURES BY BUSINESS ASSOCIATE



3.1. Except as otherwise limited in this BAA, Business Associate may use or disclose PHI to perform functions, activities, or services for, or on behalf of, Covered Entity provided that such use or disclosure would not violate the Privacy Rule if done by Covered Entity.



3.2. Except as otherwise limited in this BAA, Business Associate may use PHI for the proper management and administration of the Business Associate or to carry out the legal responsibilities of the Business Associate.



3.3. Except as otherwise limited in this BAA, Business Associate may disclose PHI for the proper management and administration of the Business Associate  provided  that disclosures are either:

· Required by Law; or

· Business Associate obtains reasonable assurance from any person or entity to which Business Associate will disclose Covered Entity's PHI that the person or entity will: (1) hold Covered Entity's PHI in confidence and use or  further disclose Covered Entity's PHI only for the purpose for which Business Associate disclosed Covered Entity's PHI to the person or entity or as required by law; and (2) promptly notify Business Associate of any instance of which the person or entity becomes aware in which the confidentiality of Covered Entity's PHI was breached.



3.4. Except as otherwise limited in this BAA, Business Associate may use PHI to provide Data Aggregation services to Covered Entity as permitted by 45 C.F.R. 164.504(e)(2)(i)(B).



3.5. Business Associate may use PHI to report violations of law to appropriate Federal and State authorities, consistent with 45 C.F.R. 164.502(j)(1).



3.6. Business Associate will, in its performance of the functions, activities, services, and operations specified above, make reasonable efforts to use, to  disclose,  and to request only the minimum amount of Covered Entity's PHI reasonably necessary to accomplish the intended purposes of the use, disclosure or request, except that Business Associate will not be obligated to comply with this minimum-necessary limitation if neither Business Associate nor Covered Entity is required to limit its use, disclosure or request to the minimum necessary. Business Associate and Covered Entity acknowledge that the phrase "minimum necessary" shall be interpreted in accordance with the HITECH Act, and government guidance on the definition.



3.7. As of the effective date specified by HHS in final regulations to be issued on this topic, except as otherwise allowed under the HITECH Act, Business Associate shall  not directly or indirectly receive remuneration in exchange for any PHI unless the Covered Entity or Business Associate obtained from the Individual, in accordance with 45 C.F.R. 164.508, a valid authorization that includes a specification of whether the PHI can be further exchanged for remuneration by the entity receiving PHI of that Individual.



4. OBLIGATIONS OF COVERED ENTITY



4.1. Covered Entity shall notify Business Associate of any limitation(s) in its notice of privacy practices in accordance with 45 C.F.R. 164.520, to the extent that such limitation may affect Business Associate’s use or disclosure of PHI. 



4.2. Covered Entity shall notify Business Associate of any changes in, or revocation of, permission by Individual to use or disclose PHI, to the extent that such limitation may affect Business Associate's use or disclosure of PHI.



4.3. Covered Entity shall notify Business Associate of any restriction on the use or disclosure of PHI that Covered Entity has agreed to in accordance with 45 C.F.R. 164.522, to the extent that such limitation may affect Business Associate's use or disclosure of PHI.



4.4. Covered Entity shall not request Business Associate to use or disclose PHI in any manner that would not be permissible under the Privacy Rule if done by Covered Entity with the exception of any uses or disclosures as allowed by Section 3 above.



5. TERM AND TERMINATION



5.1. Term. The term of this BAA shall be effective as of the Effective Date and shall terminate when all of the PHI provided by Covered Entity to Business Associate, or created or received by Business Associate on behalf of Covered Entity, is destroyed or returned to Covered Entity, or, if it is infeasible to return or destroy PHI, protections are extended to such information, in accordance with the termination provisions in this section.



5.2. Termination for Cause. Upon Covered Entity's knowledge of a material breach by Business Associate of this BAA, Covered Entity shall provide an opportunity for Business Associate to cure the breach or end the violation. If Business Associate does not cure the breach or end the violation within a reasonable time period, or if cure is not possible, Covered Entity shall immediately terminate this BAA. If termination is not feasible, Covered Entity shall report the problem to the Secretary.



6. EFFECT OF TERMINATION



6.1. Except as provided in Section 6.2, upon termination of this BAA, for any reason, Business Associate shall return or destroy all PHI received from Covered Entity, or created or received by Business Associate on behalf of Covered Entity. This provision shall apply to PHI that is in the possession of subcontractors or agents of Business Associate. Business Associate and its subcontractors or agents shall retain no copies of the PHI.



6.2. In the event that Business Associate determines that returning or destroying the PHI is infeasible, Business Associate shall provide to Covered Entity notification of the conditions that make return or destruction infeasible.  Upon mutual agreement of the parties that return or destruction of PHI is infeasible, Business Associate shall extend the protections of this BAA to such PHI and limit further uses and disclosures of such PHI to those purposes that make the return or destruction infeasible, for so long as Business Associate maintains such PHI.



7. MISCELLANEOUS



7.1. Regulatory References.  A reference in this BAA to a section in the Privacy or Security Rule means the section as in effect or as amended, and for which compliance is required.



7.2. Amendment. The Parties agree to take such action as is necessary to amend this BAA from time to time as is necessary for Covered Entity to comply with the requirements of the Privacy and Security Rules and the Health Insurance Portability and Accountability Act, Public Law 104-191, including the HITECH Act, and any guidance and regulations promulgated  thereunder.



7.3. Survival. The rights and obligations of Business Associate under section 6 of this BAA shall survive the termination of this BAA.



7.4. Interpretation. Any ambiguity in this BAA shall be resolved in favor of a meaning that permits Covered Entity and Business Associate to comply with HIPAA.



7.5. Authorizations. To the extent any specific disclosure of PHI is made by Covered Entity to Business Associate pursuant to and in accordance with a valid authorization under 45 C.F.R. 164.508, the terms of such authorization will apply rather than the terms of this BAA.



7.6  	Non-Exclusion.  Business Associate represents and warrants that Business Associate, each of its officers, directors, owners, and each of its employees, agents and subcontractors who perform services on behalf of Business Associate ("Business Associate Personnel"), are not and have not been, excluded from participation in any federally funded health care program, including Medicare or Medicaid, or sanctioned under any applicable state or federal fraud and abuse laws. Business Associate shall provide prompt written notice to Covered Entity of any sanction or proposed sanction or exclusion against Business Associate, any officer, director or owner of Business Associate, or any Business Associate Personnel, in connection with participation in any federally funded health care program."





SO AGREED, this _____ day of _________, ________



Community Medicine					Pathway Health



_________________________________		__________________________________

By: ______________________________		By: Peter B. Schuna

Its: ______________________________		Its: President & Chief Executive Officer




[image: V:\CRM\CRM Contract Templates\Contract Logo items 2-13\Compressed images\w6PHS-011613 Proposal Template_GREEN3.jpg]

[image: V:\CRM\CRM Contract Templates\Contract Logo items 2-13\Compressed images\w6PHS-011613 Proposal Template_GREEN3.jpg]





image3.png

ElAE.rA.IlW'rAm Insight | Expertise | Knowledge







image1.jpg

PATHWAY - .
HEALTH nsight | Expertise | Knowledge

Insight | Expertise | Knowledge







image5.png

EAE.I-leTAm Insight | Expertise | Knowledge

Insight | Expertise | Knowledge







image2.jpeg

2025 4th Street | White Bear Lake, MN 55110 | tel: 651-407-8699 | toll free: 877-777-5463 | fax: 651-964-4499 pathwayhealth.com






image4.png

2025 4th Street | White Bear Lake, MN 55110 | tel: 651-407-8699 | toll free: 877-777-5463 | fax: 651-964-4499 pathwayhealth.com







image5.emf
NYPQ Workforce  Communication Training Strategy 05 24 16.docx


NYPQ Workforce Communication Training Strategy 05 24 16.docx






NewYork-Presbyterian/Queens PPS

PPS Workforce Training Strategy













PLAN OVERVIEW

		Document Title:

		NYP/Q PPS Workforce Training Strategy



		Version

		1.0



		Purpose:

		This document outlines the training strategy for the PPS including both the organizational and clinical components, curriculum examples, and mechanisms for testing competency. 



		Approving Committee:

		Executive Committee



		Approval Date:

		TBD








Table of Contents
OVERVIEW	3
WORKFORCE TRAINING	4
DSRIP 101	4
Cultural Competency & Health Literacy	7
IT Systems & Performance Reporting	10
CLINICALLY INTEGRATED NETWORK TRAINING	12
2.a.ii – Patient Centered Medical Home	13
2.b.vii – INTERACT & 2.b.viii – Home Care Collaboration	15
3.b.i – Cardiovascular	17
3.d.ii – Asthma	19
3.g.ii – Palliative Care	20
NEXT STEPS	22
APPENDIX	23
Training / Milestone Matrix	23
2.a.ii – PCMH	27
3.d.ii – Asthma	32
3.g.ii – Palliative Care EPEC Training Overview	33
	




[bookmark: _Toc453158260]OVERVIEW

The NewYork-Presbyterian/Queens Performing Provider System (NYP/Q PPS) is comprised of partners in Queens County representing 33 of the 52 zip codes in the borough. The PPS is led by the NewYork-Presbyterian/Queens hospital and includes over 134 partner organizations. These partners represent the full healthcare spectrum, including homecare, post-acute care, hospice, pharmacies, behavioral health and substance abuse, primary care, and community based organizations. Through the DSRIP program, these organizations have come together to form a collaborative contracting entity and collaboratively transform the way in which healthcare is delivered in the community through the achievement of the DSRIP deliverables. Based on a robust community needs assessment, the PPS selected nine clinical projects to participate in along with the required organizational sections: 

· Organizational Work Streams:

· Governance

· Financial Sustainability & Funds Flow

· Cultural Competency & Health Literacy

· IT Systems & Processes

· Performance Reporting

· Clinical Integration

· Practitioner Engagement

· Population Health

· Workforce

· Clinical Projects:

· 2.a.ii Increase certification of primary care practitioners with PCMH certification and/or Advance Primary Care Models

· 2.b.v Care transitions intervention for skilled nursing facility residents

· 2.b.vii Implementing the INTERACT project for SNF

· 2.b.viii Hospital – Home Care Collaboration Solutions

· 3.a.i Integration of primary care and behavioral health services

· 3.b.i Evidence-based strategies for disease management in high risk/affected populations (Cardiovascular Disease – Adults Only)

· 3.d.ii Expansion of asthma home-based self-management program (Pediatric Only)

· 3.g.ii Integration of palliative care into nursing homes

· 4.c.ii Increase early access to, and retention in, HIV care

Each of these sections has numerous deliverables for completion by the PPS and by the PPS partners in order to achieve the goals of DSRIP and create sustainable healthcare transformation. One of the priority objectives of the PPS is to ensure that the partner organizations and their staff are ready to implement these requirements and are prepared for the paradigm shift that DSRIP is working towards. To that end, the NYP/Q PPS has developed a comprehensive strategy for training across both the organizational and clinical projects. This strategy, which will continue to evolve with the PPS, outlines the training needs for achieving these deliverables, sample curricula, and mechanisms for testing competency and effectiveness of training. The PPS aims to use this document to guide the training process across work streams and develop continued training based on the effectiveness of the plans included. This training strategy will serve to meet the following milestones for the PPS:

· Workforce

· Milestone #4 – Develop training strategy

· Practitioner Engagement

· Milestone #2 – Develop training / education plan targeting practitioners and other professional groups, designed to educate them about the DSRIP program and your PPS-specific quality improvement agenda

· Clinical Integration

· Milestone #2 – Develop a Clinical Integration strategy

The PPS will continue to provide updates to the DOH and the Independent Assessor (IA) on the progress of the implementation and any changes to the training plan that are deemed necessary by the PPS to ensure competency and preparedness across the PPS workforce.   
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Objectives & Target Audience

The NYP/Q PPS aims to train the PPS partner’s workforce on DSRIP, including what DSRIP is, the goals of the program, the specifics of the NYP/Q PPS, how to participate, and the funds flow incentive model. The DSRIP 101 training sessions will ensure that the workforce impacted by the DSRIP initiatives are aware of the importance of the program and how this may impact their organization and their role in patient care.

Learning Objectives and Curricula

The goal of the DSRIP 101 trainings is to educate the workforce and partner organizations in three main areas; (1) DSRIP Program and Goals, (2) Projects specific to participation, and (3) funds flow and incentive payments. The PPS will be working towards these training goals through several mechanisms included in person meetings such as committee meetings, town hall meetings, and online trainings. 

· DSRIP 101 – Program Overview and Goals

· The PPS is providing education on the DSRIP program specific to why DSRIP is essentially to NYS and the impact it will make to both the Medicaid populations health as well as the cost for NYS. This education includes information on the overarching goals of the DSRIP program to reduce avoidable inpatient admissions and emergency department visits by 25% in 5 years. Additionally, the PPS is providing education on the structure of the NYP/Q PPS and the projects that were selected through the community needs assessment process. To date, the PPS has done this training at both clinical and organizational committee meetings, PAC committee meeting, and at town hall meetings. Additionally, the PPS distributed an introductory newsletter to partners, which is also available on the PPS website www.nyp.org/queens/dsrippps, which provides an overview of the PPS and the progress to date for all of the initiatives. The PPS will continue to provide these trainings to the PPS partners through an IT platform[footnoteRef:1] specific to training. A DSRIP 101 module has been created by the HealthStream and will be updated and tailored to the NYP/Q PPS to ensure that the information is easily accessible to partners and provides a high-level overview on the program. This program will be rolled in coordination with the other IT platform based trainings.  [1:  The NYP/Q PPS will provide sample-training curricula to the IA with the quarterly reports moving forward once the vendor contract has been executed by the PPS] 


· Project Specific Training 101

· Similar to the DSRIP 101 training, the PPS has undertaken training specific to each of the projects for the partners participating in each. These project specific trainings are aimed at providing baseline knowledge of the goals and requirements of each project and provide a platform for in depth project specific training. These baseline trainings have taken place at committee meetings with participating providers/partners and at town hall meetings for the PPS. The PPS will continue to engage partners in these forums and through individual encounters to ensure any new participants to DSRIP have a thorough understanding of the projects that have been selected. 

· Funds Flow & Incentives 101

· The PPS developed, in collaboration with the finance committee, a funds flow model to determine the methodology for providing partners with funding for their DSRIP activities. The funds flow model, in alignment with OMIG and DOH/IA requirements, details the principles of the PPS distribution plan as well as the activities that may trigger a payment for partners. The funds flow model has been approved by the executive committee and was communicated to partners through the committee meetings and budget development processes, town hall and PAC meetings, and the contracting process. In addition, the PPS develop an EOP (explanation of payment) which accompanies each payment that partners receive to detail the rationale for the activities that trigged payment during that period. The PPS will continue to use the contracting and onboarding process for partners to provide education regarding the funds flow methodology and eligibility for incentive payments. 

PPS Milestones

The 101 trainings that are underway by the PPS lay the foundational groundwork for partners having a basic understand of DSRIP and the requirements that must be achieved for the PPS to succeed and the partners to receive incentive funding. These trainings, which have been and will be done in already existing settings such as partner meetings and town halls, enable the PPS to ensure that the workforce is “speaking the same DSRIP language”. These trainings create the baseline for the following training specific milestones that are required: 

· Practitioner Engagement

· Milestone #2 – Develop training program for organizations and individuals throughout the network, focused on clinical quality and performance reporting.

· Workforce	

· Milestone #4 – Develop training strategy 

These trainings aim to enable the PPS to engage in more in depth training related to the specific deliverables of DSRIP to achieve the milestones, requirements and metrics of the program. 

[bookmark: _Toc453158263]Cultural Competency & Health Literacy

The PPS cultural competency and health literacy (CC/HL) committee completed a robust strategy[footnoteRef:2] to outline the needs of the PPS. This plan centers on embracing the principle of a ‘Culture of One’, which is a patient centric framework that respects that each individual patient’s culture is unique and a result of multiple social, cultural, and environmental factors. The framework avoids racial or ethnic stereotyping and focuses on the patient that is present for the interaction.  [2:  PPS CC/HL strategy is available on the PPS website under the Resources tab] 


Objectives & Target Audience

The PPS aims to provide training specific to cultural competency and health literacy for the PPS partners and staff. The training aims to educate the workforce on what cultural competency and health literacy are and why they are important concepts for all patient interactions, not just for clinical providers. The trainings will help work towards the goal of having cultural competency and health literacy embedded into the foundation of the care provided at each of the PPS partner sites. 

Learning Objectives and Curricula

NYP/Q PPS is in the process of engaging both vendors and PPS partners to complete a robust training curriculum for partners. The training will be broken into Cultural Competency and Health Literacy training plans. 

· Cultural Competency

The PPS has engaged HealthStream as the training vendor. The Healthstream e-learning system includes two modules specific to this topic:

· Cultural Competency Background and Benefits – module provides an introduction to cultural competency, compliance with all laws and regulations related to cultural competency, and how to use these skills to optimize patient care. In addition, the module will include four specific learning objectives: 

1. Distinguish the clinical outcomes associated with cultural competence vs. lack of cultural competence in the healthcare setting.

2. Identify laws and recommendations related to cultural competence.

3. Recognize key terms related to cultural competence.

4. List “typical” characteristics of selected cultural groups.

· Providing Culturally Competent Care – module focuses on best practices for delivering culturally competent care to patients and expands on how to optimize the patient interactions with these skills. Additionally, the module will include four specific learning objectives:

1. Identify the assumptions you make about residents from culture groups other than your own.

2. Recognize guidelines and best practices for improving the quality of your interactions with cross-cultural residents.

3. Recall the components and overall goal of a trans-cultural resident assessment.

4. Use the acronym ADHERE to improve resident compliance with treatment recommendations.

· PPS Developed Modules – the PPS will develop content for Cultural Competency modules in HealthStream specific to the tools and techniques described in the Cultural Competency and Health Literacy Strategy. These include TeachBack, AskMe3, Behavioral Health Stigmas, CLAS Standards, and cultures specific to the NYP/Q PPS service area. This information will be sourced from available content within the HealthStream system, the NYP/Q PPS CNA, partner organization training content, and national best practices and standards. 

The e-learning platform for these modules will allow for mass engagement as staff will able to complete these from their respective office spaces and can be incorporated into the existing annual training process. Additionally, the PPS is leveraging the in person training sessions offered by Greater New York Hospital Association (GNYHA) for partner organizations who are interested in having staff attend. 

· GNYHA Cultural Competency Training – training defies cultural competency and health disparities specific to race, ethnicity, gender identity, sexual orientation, language, disability, and end-of-life care. The training allows attendees to practice cultural competency skills that are essential to guiding a patient through the healthcare system. 

· Health Literacy

The NYP/Q PPS is currently in the process of working with partner organizations on how best to leverage their internal training programs specific to health literacy. The goal of these training programs is to train both staff and the community on the importance of health literacy. The PPS will provide updates to the IA through the quarterly reporting process, as this training curriculum and frequency are determined. 

· Resource Center

NYP/Q PPS is collaborating with NYP PPS on the creation of a Cultural Competency and Health Literacy resource center. The center will be chaired by Dr. Emilio Carrillo, MD, MPH of New York Presbyterian.[footnoteRef:3] The center will host webinars and trainings based on the DSRIP requirements and needs of the partner organizations.  [3:  Dr. Carrillo’s Bio is available at: http://www.nyp.org/pdf/innovations_conf_carrillo.pdf] 


PPS Milestones

The cultural competency and health literacy training is essential to the success of the NYP/Q PPS DSRIP program. This training impacts all of the clinical project and organizational work streams for the PPS and will ideally result in a paradigm shift in how cultural competency and health literacy is incorporated into the patient healthcare experience. Specifically, this training plan will meet the following milestone: 

· Cultural Competency and Health Literacy

· Milestone #2 – Develop a training strategy focused on addressing the drivers of health disparities (beyond the availability of language-appropriate material).

Competency and Measurements

The PPS will include a pre- and post-competency test for the e-learning modules with HealthStream. Additionally, the PPS will monitor the decisions of NQF and OMG Think Cultural Health for progress towards determining standards/measures for the success of integrating these types of trainings into the organization. The PPS will provide updates to the IA as they become available. 
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Objectives & Target Audience

The NYP/Q PPS IT team is assisting partners with their internal IT strategies and interoperability to ensure that the PPS can meet the milestones required by DOH and the IA. The goal of the IT initiatives is to ensure that partners have access to electronic records and can both share and consume patient level data (ADT feeds) through the RHIO. The IT team has created two preliminary initiatives to begin this engagement process – RHIO pilot and the SNF engagement. As DSRIP continues to move forward, the IT team will begin IT tool specific engagements to ensure partners are comfortable with the tools provided by the PPS for both clinical management and DSRIP reporting. 

Training and Support 

The PPS will offer training and/or support to staff for the IT tools that the PPS will be using.

· IT Solutions

· RHIO Connectivity – The PPS is engaging partners to join the Healthix RHIO to ensure interoperability of EHR systems. The PPS has aligned their EIP incentives with this initiative to help incentivize partners to participate with the program. Additionally, the IT team has partnered with IT staff from Silvercrest nursing home to do targeted SNF engagement. As SNFs are not eligible for Meaningful Use Incentives, not all of the facilities have technologies in place for interoperability. By partnering with the SNF IT team, the PPS will be able to provide tailored help and information for these organizations as they move through the transformation process. 

· Performance Logic – Performance Logic is a project management tool that the PPS is utilizing. The PPS aims to roll out access to partners as a mechanism for data exchange and providing updates on the implementation progress. The PPS will leverage the vendor training and provide PPS IT support as needed for the organizations as the roll out is phased in. The PPS aims to begin the roll out process in DY2, Q3.

· Allscripts Care Director (ACD) – ACD is a population health management tool selected by the PPS for patient management and reporting of actively engaged patients. The PPS has completed the build of the tool with the vendor and created customized care plans based on the projects that the PPS is participating in and the actively engaged definitions. The PPS will complete a phased roll out of the tool beginning with the NYP/Q hospital during DY2, Q2. 

· Cureatur Secure Messaging – The PPS is in the process of securing a contract with the vendor to provide event notification through secure messaging for the PPS. The PPS aims to roll this tool out to primary care and home care providers in the PPS to ensure timely follow-up on any inpatient or ED admissions. The PPS will provide a detailed training plan once the vendor contracting process has been completed. 

· eMOLST – The PPS is encouraging partners to utilize the eMOLST tool for participation in the long-term care bundled projects. The PPS has engaged Dr. Patricia Bomba, MD, FACP with Excellus BlueCross BlueShield to provide training to PPS partners on how to utilize the tool most efficiently. This training will be provided based on demand by the PPS partners. 

· Compliance Training

· Regulatory & HIPPA Compliance – The PPS will utilize the HealthStream e-learning system to create a module on DSRIP regulatory and HIPPA compliance. This will be provided to partners on an annual basis and to ensure continued compliance with DSRIP. 

· DSRIP Metrics & Quality Improvement

· Metrics Pay for Reporting & Pay for Performance – The PPS has begun to introduce the DSRIP metrics into the project committee meetings and discuss the best quality improvement approach to addressing the low performers. Additionally, the PPS is hosting an in-service in late June for the PMO team, the IT team, and clinical leadership to discuss the metrics and complete a thorough plan on how to ensure the PPS is successful on the P4P measures. The PPS will provide a more detailed update on this plan as it is developed. 

PPS Milestones

The PPS training plan for the IT system and performance reporting will assist in completing four milestones: 

· IT Systems and Processes

· Milestone #2 – Develop an IT Change Management Strategy

· Milestone #3 – Develop roadmap to achieving clinical data sharing and interoperable systems across PPS network

· Milestone #5 – Develop a data security and confidentiality plan

· Performance Reporting

· Milestone #2 – Develop training program for organizations and individuals throughout the network, focused on clinical quality and performance reporting

[bookmark: _Toc453158265]CLINICALLY INTEGRATED NETWORK TRAINING

The PPS aims to offer trainings to partners based on their participation in specific projects with the PPS. These trainings will help to form the NYP/Q PPS as a clinically integrated network. In addition to the trainings for specific projects, the PPS is providing trainings on quality improvement initiatives for practitioners and staff. 

[bookmark: _Toc453158266]2.a.ii – Patient Centered Medical Home

The NYP/Q PPS is working with partners to complete the certification process for Patient Centered Medical Home (PCMH) 2014 Level 3 standards. The PPS has engaged a vendor, HANYS Solutions, to assist partners with the transformation process. 

Objectives & Target Audience	

[image: ]
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The PPS is working with PCP partners and their office staff on the PCMH transformation process. The PPS committed to having 36 providers obtain the certification and is on track to meet the project requirement by the end of DY3. The goal of the trainings for PCMH is to ensure that the providers and care coordinators have the skills and tools they need to be successful in the PCMH model. 

		Speed & Scale Project Commitment

Project 2.a.ii



		Project Scale

		Commitment



		Primary Care Physicians

		36















Learning Objectives and Curricula

The PPS is offering two training opportunities specific to the PCMH project. These trainings, in addition to the support provided by HANYS Solutions, will help partners to complete the certification process for PCMH Level 3 2014 standards and fully embrace the shift from a primary care site to a patient centered medical home. 

· Physician Champion Training

The PPS hosted a physician champion training for the practices undergoing the PCMH transformation and for those that have completed the transformation but had not yet had champion training. The training focused on:

· NCQA’s 2014 PCMH Standards

· True Practice Transformation

· Role of Change Management

· Role of HIT

· Lessons learned 

The training session was recorded so that it can be used by practices that were not able to attend or will be undergoing the PCMH transformation process in the future. 

· Care Coordination Training

In collaboration with GNYHA, the NYP/Q PPS is hosting an all-day training session for care coordinators in the PPS. Care coordinators and those who will play a coordination role, are invited to participate in the training. The goals of the training are to: 

· Learn the fundamental, evidence-based concepts for building an effective care coordination process to achieve improved outcomes.

· Discuss their roles in the medical home and the medical neighborhood, focusing on coordination opportunities within the primary care practice, as well as across the continuum of care.

· Review strategies for implementing care coordination processes within each of the members roles, and develop recommendations for implementing specific elements of team-based care coordination.

· Share roles, responsibilities, and best practices within their individual sites.

PPS Milestones

The trainings provided by the PPS will help partners to achieve PCMH certification. This will directly impact the PPSs ability to achieve the following milestones: 

· Project 2.a.ii – PCMH 

· Milestone #1 – Ensure that all participating PCPs in the PPS meet NCQA 2014 Level 3 PCMH accreditation and/or meet state-determined criteria for Advanced Primary Care Models by the end of DSRIP Year 3.

· Milestone #3 – Identify care coordinators at each primary care site who are responsible for care connectivity, internally, as well as connectivity to care managers at other primary care practices.

· Milestone #7 – Ensure that all staff are trained on PCMH or Advanced Primary Care models, including evidence-based preventive and chronic disease management.

· Project 3.a.i – Co-location of Primary Care & Behavioral Health 

· Milestone #1 – Co-locate behavioral health services at primary care practice sites. All participating primary care practices must meet 2014 NCQA level 3 PCMH or Advance Primary Care Model standards by DY 3.

· Project 3.b.i – Cardiovascular 

· Milestone #3 – Ensure that EHR systems used by participating safety net providers meet Meaningful Use and PCMH Level 3 standards and/or APCM by the end of Demonstration Year 3.

· Financial Sustainability

· Milestone #6 – Put in place Level 1 VBP arrangement for PCMH/APC care and one other care bundle or subpopulation

Competency and Measurements

The PPS will use the success of PCMH certification as the measurement for success with these practices. 

[bookmark: _Toc453158267]2.b.vii – INTERACT & 2.b.viii – Home Care Collaboration

Objectives & Target Audience



The PPS will provide training to the long-term care providers participating in the INTERACT and home care project. The PPS aims to implement a train-the-trainer model by having the facility champions trained and then having the champions act as the trainers and experts at their own facilities. 		

		Speed & Scale Project Commitment

Projects 2.b.v & 2.b.vii



		Project Scale

		Commitment



		Primary Care Physicians

		97



		Non-PCP Practitioners

		72



		Hospitals

		1



		Skilled Nursing Facilities 

		27



		All Other

		102



		SNFs participating in the INTERACT program

		27







Learning Objectives and Curricula

The PPS will provide training for staff on the INTERACT and INTERACT-like tools that are required for the projects. The PPS will provide an in-person champion training to achieve the goals of a train-the-trainer, or coaching, model for the PPS. Additionally, the PPS will work with partners to ensure that patients, families, and caregivers are educated and engaged in the care planning process. 

· INTERACT & INTERACT-like Tools

The PPS will engage a certified INTERACT trainer to provide in person training for the SNF and Home Care INTERACT principles and tools. The learning objectives of the trainings are:

1. Describe the current landscape of health care reform and funding that make the INTERACT™ an essential QI initiative for post-acute and long-term care organizations

2. Articulate the key strategies that form the foundation of the INTERACT™ QIP

3. Understand how to optimally utilize INTERACT™ QIP tools and resources

4. Define key strategies for successful INTERACT™ QIP implementation, including how INTERACT™ can help meet QAPI requirements

5. Define key strategies for successfully sustaining the INTERACT™ QIP implementation processes

6. Measure and track organization specific INTERACT™ QIP implementation processes

7. Measure and track organization specific INTERACT™ QIP hospitalization and other related outcomes

8. Report and interpret feedback on INTERACT™ QIP implementation and outcomes to the facility team and leadership

9. Demonstrate an ability to effectively educate facility staff on the INTERACT™ QIP

10. Understand how to complete the CIC training certification process

The PPS will train 2 champions from each partner site; (1) nursing manager and (1) staff manager. 

· Patient, Family, and Caregiver Training

To be successful in reducing potentially preventable readmissions, the PPS must engage the community to educate them about the care planning process. The PPS will work with long term care partners to ensure that education for the patient, family, and caregiver is incorporated into the care planning and meetings with the clinicians. The PPS will help partners develop or access educational materials as needed. 

PPS Milestones 	

INTERACT champion training for the SNF and home care partners will enable the PPS to achieve numerous project milestones. 

· Project 2.b.vii – INTERACT 

· Milestone #4 – Educate all staff on care pathways and INTERACT principles

· Milestone #6 – Create coaching program to facilitate and support implementation

· Milestone #7 – Educate patient and family/caretakers, to facilitate participation in planning of care

· Project 2.b.viii – Home Care Collaboration

· Milestone #2 – Ensure home care staff have knowledge and skills to identify and respond to patient risks for readmission, as well as to support evidence-based medicine and chronic care management.

· Milestone #4 – Educate all staff on care pathways and INTERACT-like principles

· Milestone #6 – Create coaching program to facilitate and support implementation

· Milestone #7 –  Educate patient and family/caretakers, to facilitate participation in planning of care

Competency and Measurements

The PPS will use the DSRIP project metrics and the potentially preventable visit and readmission (PPV and PPR) rates as proxy measures for success with the training and implementation of these milestones. 

[bookmark: _Toc453158268]3.b.i – Cardiovascular  

Objectives & Target Audience	



The PPS will target partners in the cardiovascular project for training related to the specific 3.b.i milestones. The PPS aims to ensure that the workforce is prepared for the new process of open access blood pressure readings and the utilization of the Million Hearts Campaign.

		Speed & Scale Project Commitment

Project 3.b.i



		Project Scale

		Commitment



		Primary Care Physicians

		131



		Non-PCP Practitioners

		50



		Clinics

		1



		Behavioral Health

		1



		Pharmacy

		2



		All Other

		100







Learning Objectives and Curricula

The PPS is providing materials related to the Million Hearts Campaign, hypertension diagnosis and medication management, blood pressure check, and tobacco cessation referrals for partners. 

· Million Hearts Campaign 

The Million Hearts Campaign, http://millionhearts.hhs.gov/, provides resources and protocols on hypertension and tobacco-smoking cessation. These protocols have been provided to participating sites for implementation by the clinical director. The PPS will offer an in service, as needed, with partners and participating sites on how to use the tools and protocols for improving patient care. 

· Blood Pressure Competency

The PPS has approved the competency checklist for both the manual and automatic blood pressure check. Partners will ensure that the BP competency is incorportated into their annual competency check process and provide copies of the completed certification of competency to the PPS. 

PPS Milestones

The Cardiovascular training on blood pressure competency and the million hearts campaign will help the PPS to accomplish the following milestones: 

· Milestone #9

Ensure that all staff involved in measuring and recording blood pressure are using correct measurement techniques and equipment.

· Milestone #18

Adopt strategies from the Million Hearts Campaign

Competency and Measurements

The PPS will request random audits and documentation of the partner blood pressure competency and utilization of the million hearts campaign. The PPS will use these samples as part of the documentation submission process for the IA quarterly reports. 

[bookmark: _Toc453158269]3.d.ii – Asthma

Objectives & Target Audience	



The PPS has engaged a CBO partner with expertise in pediatric asthma to create an educational plan for PCPs participating in the project. Additionally, the PPS project has engaged a mental health partner with school based clinics to aide in addressing the pediatric asthma population while at school.

		Speed & Scale Project Commitment

Project 3.d.ii



		Project Scale

		Commitment



		Primary Care Physicians

		13



		Non-PCP Practitioners

		14



		Pharmacy

		2



		Community Based Organizations

		1



		All Other

				6







[image: ]Learning Objectives and Curricula

The PPS has created a home care flow to identify the entry points into the system for the target patient population and identify the high need areas for provider education. 

· Asthma Education

The Asthma Coalition Queens, a CBO partner, is currently in the process of creating an educational program for pediatricians and behavioral health partners to address the pediatric asthma population.  This education will include identification of asthma, common prescriptions that can be prescribed at ED presentation, how to use an asthma action plan, and the referral process for home care.

PPS Milestones 

The PPS will achieve the following milestone through the proposed training plan:

· Milestone #4

Implement training and asthma self-management education services, including basic facts about asthma, proper medication use, identification and avoidance of environmental exposures that worsen asthma, self-monitoring of asthma symptoms and asthma control, and using written asthma action plans.

Competency and Measurements

TBD	

[bookmark: _Toc453158270]3.g.ii – Palliative Care

Objectives & Target Audience



The NYP/Q PPS has implemented a robust training program for partners who currently provide or will be providing this care to patients. The PPS has engaged clinical leadership, social workers, administrators, and providers for the training program. 

		Speed & Scale Project Commitment

Project 3.g.ii



		Project Scale

		Commitment



		Primary Care Physicians

		98



		Non-PCP Practitioners

		70



		Skilled Nursing Facilities 

		27



		Hospice

		6



		All Other

		99







Learning Objectives and Curricula

The PPS has engaged a certified trainer, Dr. Cynthia Pan from NYP/Q, to provide palliative care training. 

· 

· Education in Palliative and End-of-Life Care (EPEC) 



The EPEC training is held bimonthly[footnoteRef:4] at different SNF partner sites. Dr. Pan reviews two modules per session, which include the following topics:  [4:  EPEC Schedule provided in Appendix] 


		· Gaps in End-of-Life Care

		· Physician Assisted Suicide



		· Legal Issues

		· Depression, Anxiety, Delirium



		· Next Steps

		· Goals of Care



		· Advance Care Planning

		· Sudden Illness



		· Communicating Bad News

		· Medical Futility



		· Whole Patient Assessment

		· Common Physical Symptoms



		· Pain Management

		· Withholding, Withdrawing Therapy



		· Elements & Modules in End-of-Life Care

		· Last Hours of Living





The training incorporates videos, slides, and discussion to create an engaging environment for participants. Providers who attend all 8 sessions (16 modules) will receive EPEC certification in addition to receiving CME credits. 

· Center to Advance Palliative Care (CAPC)

The PPS has provided partners with information on joining CAPC for a reduced fee as part of the DSRIP initiatives. CAPC provides educational opportunities and resources specific to palliative care to members. 

· Palliative Care Outcome Score (PCOS) Tool

The DOH has implemented a new tool as a mechanism of measuring quality for palliative care for the project. The PPS has begun the process of piloting the tool at a partner site. The pilot will kick-off in July 2016 and based on the lessons learned and needs of the partner, the PPS will determine the appropriate next steps for whether a training program is needed for partners. 

PPS Milestones 

The PPSs EPEC, CAPC and PCOS tool trainings will be used to complete the following project milestone: 

· Milestone #4

Engage staff in trainings to increase role-appropriate competence in palliative care skills and protocols developed by the PPS.

Competency and Measurements

The EPEC program required pre- and post-competency exams as part of the training program. These competencies will be used, along with the implementation of all f the project requirements, to determine the success of the training program. Education opportunities from CAPC will include competencies as required by CAPC based on the specific topic and curriculum. The PPS will use the metric for PCOS as a determination on the success of training in addition to feedback from the pilot site.  

[bookmark: _Toc453158271]NEXT STEPS

The NYP/Q PPS is committed to providing training to the PPS workforce and partner organizations. This document outlines the goal and strategies for creating a clinically integrated network through connectivity and training programs and will continue to be updated by the PPS as vendors are appropriately engaged and lessons learning are leveraged based on the implementation of the projects. As training curricula, competencies, and workforce needs are both identified and created, the PPS will provide the appropriate documentation to the IA for review. 
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The following list of NYP/Q PPS milestones and project requirements related to training provides a high-level overview of the training that will be provided to meet the requirements for each. 

		Org. / Project

		Name

		Training Name

		PPS / Vendor?

		Frequency



		Cultural Competency  & Health Literacy

		Milestone #2

Develop a training strategy focused on addressing the drivers of health disparities (beyond the availability of language-appropriate material).

		Cultural Competency Background & Benefits

Providing Culturally Competent Care

		HealthStream

		Annual



		

		

		Cultural Competency 

		GNYHA

		Bi-Monthly



		

		

		Health Literacy 

		PPS Partner

		As Needed



		

		

		PPS Resource Center 

		NYP PPS

		As Needed 



		IT Systems & Processes



		Milestone #2

Develop an IT Change Management Strategy

		IT Solutions: 

· ACD

· Cureatur

· Performance Logic

· RHIO

· eMOLST

		PPS & Vendors

		Once



		

		Milestone #3

Develop roadmap to achieving clinical data sharing and interoperable systems across PPS network

		

		

		



		

		Milestone #5

Develop a data security and confidentiality plan

		Compliance Training

		PPS via HealthStream

		Annual



		Performance Reporting

		Milestone #2

Develop training program for organizations and individuals throughout the network, focused on clinical quality and performance reporting

		Metrics & Quality Improvement

		PPS

		Ongoing



		2.a.ii – PCMH 

		Milestone #7

Ensure that all staff are trained on PCMH or Advanced Primary Care models, including evidence-based preventive and chronic disease management.

		Physician Champion

https://hanys.adobeconnect.com/twy87da.psev5f/

		HANYS Solutions

		Once *Recorded for future use



		

		

		Care Coordination

		GNYHA

		Once



		

		

		PCMH Training Curriculum

		HANYS Solutions

		3 Waves 



		2.b.vii – INTERACT

		Milestone #4

Educate all staff on care pathways and INTERACT principles.

		INTERACT Champion Training

		INTERACT Certified Vendor

		Once 



		

		Milestone #6

Create coaching program to facilitate and support implementation.

		

		

		



		

		Milestone #7

Educate patient and family/caretakers, to facilitate participation in planning of care.

		Partner Engagement of Patient/Family/Caregiver

		PPS & PPS Partner

		Ongoing



		2.b.viii – Home Care

		Milestone #2

Ensure home care staff have knowledge and skills to identify and respond to patient risks for readmission, as well as to support evidence-based medicine and chronic care management.

		INTERACT-like Tool Champion Training

		INTERACT Certified Vendor

		Once



		

		Milestone #4

Educate all staff on care pathways and INTERACT-like principles.

		

		

		



		

		Milestone #6

Create coaching program to facilitate and support implementation.

		

		

		



		

		Milestone #7

Educate patient and family/caretakers, to facilitate participation in planning of care.

		Partner Engagement of Patient/Family/Caregiver

		PPS & PPS Partner

		Ongoing



		3.b.i – Cardio



		Milestone #3

Ensure that EHR systems used by participating safety net providers meet Meaningful Use and PCMH Level 3 standards and/or APCM by the end of DY 3.

		Physician Champion

https://hanys.adobeconnect.com/twy87da.psev5f/

		HANYS Solutions

		Once *Recorded for future use



		

		

		Care Coordination

		GNYHA

		Once



		

		Milestone #9

Ensure that all staff involved in measuring and recording blood pressure are using correct measurement techniques and equipment.

		BP Competency

		PPS & Partner Organization

		Annual



		

		Milestone #18

Adopt strategies from the Million Hearts Campaign.

		Million Hearts Campaign

		PPS 

		As Needed



		3.d.ii – Asthma 

		Milestone #4

Implement training and asthma self-management education services, including basic facts about asthma, proper medication use, identification and avoidance of environmental exposures that worsen asthma, self-monitoring of asthma symptoms and asthma control, and using written asthma action plans.

		Asthma Education Program

		PPS & CBO Partner

		Ongoing



		3.g.ii – Palliative Care 

		Milestone #4

Engage staff in trainings to increase role-appropriate competence in palliative care skills and protocols developed by the PPS.

		Education in Palliative and End-of-Life Care (EPEC) 

		PPS

		Bi-Monthly



		4.c.ii – HIV

		Milestone #3

Launch educational campaigns to improve health literacy and patient participation in healthcare, especially among high-need populations, including: Hispanics, lesbian, gay, bisexual, and transgender (LGBT) groups.

		Cultural Competency Background & Benefits

Providing Culturally Competent Care

		HealthStream

		Annual



		

		

		Cultural Competency 

		GNYHA

		Bi-Monthly



		

		

		Health Literacy 

		PPS Partner

		As Needed



		

		

		PPS Resource Center 

		NYP PPS

		As Needed 
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Pending -- Claudia


[bookmark: _Toc453158279]3.g.ii – Palliative Care EPEC Training Overview

[image: ]

image2.jpg

NYP/Q PPS Provider Education

Asthma Home Care Flow (Triggers/ Accessto Care /
Referralto Home Care /
Resources)

Asthma Coalition - CBO

G|

(1) PPS Staff (Provider Relations / Education / Communication)
Tool(s) - To be developed

NYC School
Fosnial ER'S Health Services Clinical Non- Clinical
P / School Based Providers Providers
Clinics ) ) J

Referral to Home Care

(Home Care Assessment)
+ Non-Clinical Providers will have to referto Clinical Provider for referral
+ Referrals for clinical treatment will be made (example: pulmonary
specialty clinic)

NewVork-Presbyterian
~1Queens







image3.png

HANYS

Solutions

PCMH Advisory Servi

ces

NYPQ - Cohort 1

Learning Platform Curriculum Schedule
Pre-EMR Implementation Work

Milestone

Timeline

Modules

1: Policy and
Initial Planning
Phase

2/4-
2/18

Referral Management
In this module, we discuss the importance of having detailed referral orders
and clnical questions in addition to 2 solid and proactive process in place to
close the order loop and ensure that patients are seen n 2 timely manner.

Efficient referral management, beyond closing the order loop is also discussed.
“This includes sharing electronic summary of care documents (CCD) with the
specialsts, establishing co-management agreements and ensuring that we seek
to obtain self-referral information from patients at each visit.

‘Asa result of this module, the practice develops and/or updates a Referral
Management policy that includes: who, what, when, how, where and how
often of referral management within the practice.

Behavioral Health Integration Models
“This module will give an overview of the three (3) main behavioral health
integration models that practices use: Consultative, Co-located and
Collaborative.

‘There is not a one size fits all solution to Behavioral Health Integration, and the
intent of this module is to give a high level overview of the options available.

As result of this module, practices will consider current resources and
relationships in order to develop  behavioral health integration plan that best
fits their needs.

2:Qlfcare
‘Teams/Care
Management

33

‘Gaps in Care
In this module, we discuss Element 3D: population health management which is
2 must pass element within the NCQA 2014 Standards.

A population health management program requires data, a proactive process
and documentation of outreach efforts. This element specificaly addresses
nine (9) targets, with immunization having been separated from preventive
Services into a separate factor for 2014,

‘As result of this module, practices will understand what is required to meet
the criteria for Element 3D, which includes lists of patients identified and
documentation of reminders given to patients.
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Motivational Interviewing and Patient Coaching
“This module is intended to assist practices with care planning and self-care
support skill. Motivational interviewing is 2 patient coaching technique that
seeks to engage the patient in the behavior change process and as a result,
improve patient compliance.

‘The module outlines how to identify barriers and personal motivations to attain
healthare goals; explain the differences between directive and collaborative
care; and emphasize the importance of the entire care team participating in the
patients’ care.

As result of this module, practices should be able to identify how each care
‘team member can use motivational interviewing at each patient touch point.

PVP and Huddles
“This module highlights care team communication. In particular, Element 20,
Factor 3, which is acritical factor in a must pass element.

Pre-visit planning (PVP)is necessary to prepare for and have meaningful patient
encounters. This process is necessary for patients who meet the care
‘management criteriz.

Huddles are daily, brief (5-10 minutes) structured meetings that focus on
individual patient care. This communication process is an essential part of 2
patient-centered medical home.

‘Asa result of this module, practices will develop their written communication
plan and outline which care team member(s) will be responsible for performing
PVP and huddles.

3/a-
Ey

Care Team Involvement in Care Management
“This module builds pon previous modules related to care teams and care
‘management. The care management program in NCOA's 2014 Standards is
focused on the top 5-10% high risk patients. Itis critcal that practices have
care team roles designated s they relate to this process.

Practices need to ensure that all care team members are working to the top of
their license and/or skill. This fosters responsibiliy, accountability and
teamwork.
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"As result of this module, practices will assess their care teams' level of
understanding and involvement in care management activities and develop an
action plan on how their team will provide necessary education and training to
‘meet the expectations of care management in 2 PCMH.

Care Planning
“This module gives an overview of Element 48 in the 2014 Standards, which isa
‘must pass element. This module ensures that practices understand what
components must be included in a care plan and that the care plan s created in
collaboration with the patient.

“The foundation for care planning s developing 2 goal oriented road map for
high risk patients identified for care management.

Asa result of this module, practices will need to assess the EMR capabilties in
documenting the factors from Element 48. These factors wil have to be
reported on or audited during the Record Review Workbook process.

Self-support Management
“This module gives an overview of Element 4 within the 2014 Standards.
Practices have to demonstrate the use of materials to support patients’ in self-
‘management and shared decision making.

“The module will define shared decision making, explain how to assess a
patient’s level of activation, and outline the multiple tools and resources that
are avalable.

‘Asa result of this module, practices will assess how they document patient's
seff-management, ifestyle goals and preferences in their EMR.

3/18-
331

Patient Experience of Care
Inthis module, we discuss Element 6C, measuring patient and family
experience. Survey administration is the most popular way to accomplish this.
"However, practices need to decide the best route for administration by
assessing their resources not only for administration, but also for analysis.

A survey needs to include 3 of the 4 required areas, and the practice needs to
address vulnerable populations. Additionlly, practices need to have a method
other than surveys to collect qualitative data.
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"As  result of this module, practices assess their current approach to measuring
patient experience of care, identify current tools and describe the reporting
processes.

Evidence-Based Decision Support

In this module, we cover Element 3¢ and discuss what evidence-based decision
Support is. We give examples for each factor of what is needed within the
practice’s EMR to meet the criteria.

Itis important to note the intent of this element is not only to use evidence-
based tools, but to use the guidelines in order to treat the designated
conditions.

Asa result of this module, practices will define what evidence-based guidelines
are going to be used for each condition selected, what clinical decision supports
(CDSS) are available to them, and how they willincorporate both the EBM.
guidelines and alerts into their EMR workflow.
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Timeline | Modules

‘Submit 55 tool and document library to NCOA.

155 Tool:
+ Internet browsers that work best with the IS5 tool

Use the ISS tool for submission AND evaluation of current state

Loading/linking files when they are final

Merge documents into single pdffiles

Save responses regularly

+ Extend audit phase significantly, for implementation with new EMR. Timeline dependent on EMR dates. All
reports and data will need to be developed during this time, as well as tweaking of processes/written policy to
‘marry any currently developed process and the new EMR.
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Post-EMR Implementation Work

Wilestone

Timeline

Modules

3: Audit
Phase

‘@ worksheet

In this module, we utilized previously recorded training sessions from
NCQA. This module gives a step by step overview of how to obtain and
complete the QI worksheet.

Itis important to clearly separate the baseline, performance and re-
‘measurement periods. Additionally, practices need to ensure that the
baseline and re-measurement periods are within the NCQA allowable
range.

‘As result of this module practices will locate, save, and begin completing
their QI worksheet based on the QJ activities they have been performing
throughout the transformation process.

‘module gives a step by step overview of how to obtain and complete the
RRW.

Practices need to decide which factors, if any they will be using reports for
inlieu of the RRW. tis also important to note that practices need to
show examples for each factor within the RRW that they select yes for.
Practices also need to maintain patient-specific information in the event
of an audit.

‘Asa result of this module practices will locate, save, and begin completing
their audit of 30 Care Management patients for the RRWE.

Milestone

Timeline

Modules

2 Submission
Preparation

‘Complete submission preparation work associated with Milestone 4







image9.png

HANYS
Solutions

PCMH Advisory Services

NYPQ - Cohort 1
Learning Platform Curriculum Schedule
Completed Modules

Wilestone Wilestone Week [ Week of Modules to be Introduced-
period Assignments due following Tuesday
November2-20, | 1 | November2, | Welcome Video and How to Use this
2015 2015 Portal

DSRIP
Creating Policies & Procedures
7| Novembers, | Culture and Change Introduction
2015 Creating Care Teams
3| November 16, | Document Organization
2015 Document Submission and
Attestation
Data and Reporting Needs
Wilestone ‘Week | Week of ‘Modules to be Introduced-
period Assignments due following Tuesday
November23, | & | November23, | Change Management Strategies #1
2015 - January 2015 “Access and Continuity
23,2016 5[ November 30, | Change Management Strategies #2
2015 Clinical Advice
& | December7, | Measure Selection
2015 ‘Understanding your Patient
Population
7 | December 14, | Welcome Letter/Brochure
2015 ‘Website, Portal and Orientation
Process
& | December 14, | Identifying Patients for Care
2015 Management
S| December 28, | Referral Source and Agreements
2015 Test Tracking and Follow-up
10 | January 7, 2016 | Care Transitions
Introduction to Behavioral Health

Integration
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Tentative Date / Time
) EE Title of Session Location
(2nd Wednesday of Every Ocher Month) odule

[Wednesday, February 10. 2016

ing Schedule
in Skilled Nursing Fac

6:00 PM — 7:00 M| |Gaps in End-of-life Care Cliffside Rehabilitation and Residential
Health Care Center
7:00 PM — 8:00 PM| [Legal Issues 11919 Graham Ct, Flushing, NY 11354

[Wednesday, Apnl 13_2016
6:00 PM ~ 7:00 PM| [Elements & Models of End-of-life care

ation
11909 26th Ave, Flushing. NY 11354

7:00 PM — 8:00 PM| [Next Steps
[Wednesday. June 08. 2016

6:00 PM — 7:00 PM| |Advanced Care Planning Silvercrest Center for Nursing &
Rehabilitation
7:00 PM - 8:00 PM| |Communicating Bad News 144-45 87th Ave, Briarwood, NY 11435

[Wednesday_August 102016

Dry Harbor Nursing Home &
Rehabilitation Center

6135 Dry Harbor Rd. Middle Village, NY
11379

6:00 PM — 7:00 PM| [Whole Patient Assessment

7:00 PM — 8:00 PM| [Pain Management

6:00 PM ~ 7:00 PM| [Physician Assisted Suicide Margaret Tietz Nursing and Rehabilitation,
Center
7:00 PM ~ 8:00 PM| [Depression. Anxiety, Delirium 164-11 Chapin Plwy. Jamaica, NY 11432

St. Mary’s Hospital for Children
29-01 216th St

Music Room — Ground Floor
Bayside, NY 11360

6:00 PM — 7:00 PM|

7:00 PM — 8:00 PM|

6:00 PM ~ 7:00 PM| [Medical Futility Parker Jewish Institute for Health Care
and Rehabilitation
7:00 PM — 8:00 PM| |Common Physical Symptoms 271-11 76th Ave, New Hyde Park, NY 11040

6:00 PM ~ 7:00 PM| | Withholding. Withdrawing Therapy

7:00 PM — 8:00 PM| [Last Hours of Living
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Home Care Coordinator Training _ Sign in sheet.xlsx
Sheet1









		Home Care Corodination: Sign-in Sheet

		Name of Home care Agency:

		Date attested being trained:



		    Name		Signature		Organization
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Telehealth Telemedicine needs survey.docx
[image: ]	New York Presbyterian / Queens PPS 

Delivery System Reform Incentive Program (DSRIP) 

Telehealth/Telemedicine Needs Survey

	

SURVEY BACKGROUND

The NYS DOH Delivery System Reform Incentive Program (DSRIP) focuses to transforming healthcare for Medicaid patients to improve quality outcomes, increase access, and reduce the utilization of inpatient and emergency department utilization.  The DSRIP program is in the process of clinically integrating projects among PPS partners and must begin defining long-term sustainability strategies for all partners involved.  A sustainability goal of the DSRIP program is to move from fee-for-service to a value based payment method for 90% of the Medicaid payments by the end of the DSRIP program.  

The NYP/Q PPS has numerous deliverables focused to utilize telehealth/telemedicine to enhance hospital-home care collaborations. The survey below will allow the PPS to analyze the needs and capacity to implement telehealth/telemedicine. 

SURVEY INSTRUCTIONS

Complete the survey to the best of your knowledge. It is recommended that the survey is completed by administration to include your managed care payer departments to ensure accuracy of information provided as well as potential strategies that are currently underway regarding Medicaid MCO relationships.  

Survey Due Date:	September 23, 2016 

Submission To:	Coleen Dunkley, Project Coordinator PMO 

			cod9034@nyp.org  

Questions To:		Sadia Choudhury, Director PMO 

			Sac9139@nyp.org 

Upon receipt of completed surveys, the PPS PMO will summarize all partner data and provide an overview of our current state at the next committee meeting. This will establish a PPS baseline in order to establish strategies for our network to move forward.   

















SURVEY QUESTIONS

1. Organization Legal Name: Click here to enter text.	

	

2. Organization Operating Name (e.g. d/b/a): Click here to enter text.



3. Respondent: Click here to enter text.



		Name:

		Title:

		Email:



		Click here to enter text.		Click here to enter text.		Click here to enter text.







4. Do you have immediate needs for telehealth or telemedicine at your site? 



☐Yes



☐No

☐Not Applicable  



5. Does your organization have the capacity to implement telehealth or telemedicine? 

☐Yes

☐No



6. Does your organization currently use telemedicine in any capacity? If “No”, please select “Not Applicable” for the following questions. 



☐Yes

☐No



7. Do you have plans to expand the current telemedicine program at your site? 



      ☐Yes



☐No 

☐Not Applicable 





8. Who or what other entity do you collaborate with for Telehealth/Telemedicine program or expansion? 



 Click here to enter text.





9. Is there additional information or questions that your organization would like to submit to the PPS regarding Telehealth or Telemedicine?

Click here to enter text.
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